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Brief Technique Reportsa graft-assisted anastomosis between the ascending aorta
and the supraceliac abdominal aorta.2 In our patient, a graft
was implanted between the ascending and descending
aortas.
To avoid uncontrolled bleeding, there are 3 aspects that
must be focused on perioperatively. First, all ductal tissue
must be aggressively removed. Otherwise the anastomosis
between the graft and the aorta will be susceptible to
bleeding. Second, the anastomosis should be free of tension.
Careful study of CT scans and better preoperative prepara-
tion are helpful to achieve complete dissociation of the
descending aorta. More important, implanting a conduit
will assist in reducing the tension. Third, pressuring hemo-
stasis is effective when uncontrolled bleeding occurs. A ban-
dage was placed with a little pressure on the stoma and
thoracic cavity. One of the tips was placed out of the thoracic
cavity. The bleeding volume was 900 mL on postoperative
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The Journal of Thoracic and Catechnique was an effective way to manage uncontrolled
bleeding in this patient.
Because of the pulmonary artery aneurysm and the dif-
ficulty in exposing the PDA and descending aorta in this
patient, we used the left femoral artery to perfuse the
lower body. With these methods, circulatory arrest of
the lower body was avoided and the risk of neurologic
complications was minimized. The postoperative course
was uneventful. The patient was discharged and has fully
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32:147-50.A new concept for correction of systolic anterior motion and mitral
valve regurgitation in patients with hypertrophic
obstructive cardiomyopathyJoerg Seeburger, MD, Jurgen Passage, MBBS, Michael A. Borger, MD, PhD, and
Friedrich Wilhelm Mohr, MD, PhD, Leipzig, GermanyIn patients with hypertrophic obstructive cardiomyopathy
(HOCM), systolic anterior motion (SAM) of the anterior
mitral leaflet (AML) can occur as a result of acceleration
of flow in the left ventricular outflow tract. In addition, rel-
ative shortening of the chordae tendineae may reduce AML
mobility and contribute to the generation of mitral regurgi-
tation (MR). We present a new concept for correction of
SAM and MR in patients with HOCM and restricted
AML movement.METHODS
The procedure consists of 2 stages, septal myectomy followed by com-
plete resection and replacement of all AML chordae with the loop tech-
nique1,2 (Figure 1). Myectomy enlarges the left ventricular outflow tract
and reduces the risk of SAM. Resection of the foreshortened chordae to
the AML and replacement with longer neochordae also reduces the risk
of residual postoperative SAM and subsequent MR.RESULTS
Since March 2008, 4 consecutive patients with HOCM,
severe SAM, and evidence of restricted AML movement
have been operated according to this new concept. In all
cases, loops (average 8 per patient; range, 7–9) measuring
26 mm in length were implanted from both papillary
muscles to the free margin of the AML. A flexible posterior
band was implanted in 3 patients. Perioperative course was
uneventful, with no major adverse events in all cases.
Predischarge control showed no evidence of SAM and/or
MR.rdiovascular Surgery c Volume 140, Number 2 481
FIGURE 2. A, Preoperative magnetic resonance image with hypertrophy and s
reveals significantly enlarged left ventricular outflow tract with no systolic ante
FIGURE 1. Benefits of myectomy in widening left ventricular outflow
tract (LVOT) diameter (A), of longer neochordae for further extension of
left ventricular outflow tract diameter (B), and of neochordae for correction
of mitral regurgitation by relocating anterior mitral leaflet (AML) toward an-
nular plane (C). AV, Aortic valve; LA, left atrium; PML, posterior mitral
leaflet; IVS, interventricular septum; LV, left ventricle.
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Septal myectomy represents the surgical standard of care
for HOCM.1 For cases of concomitant SAM, several other
techniques have been described.
Chordae replacement has been pursued by Rankin and
colleagues,3 with 1 patient undergoing complete resection
of the anteromedial papillary muscle and subsequent im-
plantation of neochordae to the posterolateral papillary
muscle. Although this technique was successful, it would
probably distract the subvalvular apparatus and AML as
a result of diagonal forces toward the posterolateral mus-
cle. AML extension with an oval pericardial patch in
combination with myectomy has been described by Kof-
flard and associates.4 They presented long-term results
of 20 patients, with sustained improvement in functional
status and attenuation of MR and SAM. Schoendube
and colleagues5 described an even more aggressive proce-
dure consisting of reconstruction of the subvalvular appa-
ratus by mobilization and partial excision of papillary
muscles. They reported excellent functional improvement
with relief of left ventricular outflow tract obstruction in
58 patients.
These techniques are all alike with regard to the use of
myectomy but differ with regard to the leaflet procedures.
As our initial experience shows, resection of foreshortened
AML chordae with implantation of longer neochordae
(loop technique) is highly effective (Figure 2). This new
concept may represent an important treatment option for pa-
tients with the combination of HOCM, SAM, and restricted
AML movement.evere systolic anterior motion. B, Postoperative magnetic resonance image
rior motion.
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J Heart Valve Dis. 2008;17:642-7.FIGURE 1. Aortic mobilization and advancement. A, Aortopulmonary window
pairs of intercostal arteries are divided to ensure adequatemobilization of the desc
to-side fashion. The aortopulmonary window is transected, and the resulting de
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II122-7.Surgical repair of aortopulmonary window associated with
interrupted aortic arch: Long-term outcomesIgor E. Konstantinov, MD, PhD, Norihiko Oka, MD, PhD, Yves d’Udekem, MD, PhD, and
Christian P. Brizard, MD, Melbourne, AustraliaAssociation of aortopulmonary window (APW) with inter-
rupted aortic arch (IAA) is very rare. Only 3.5% to 4.2% of
patients with IAA have APW.1-3 Thus the cumulative experi-
encewith this combination of lesions is limited to isolated case
reports. The largest multi-institutional study of 20 patients
operated on from 1987 to 1997 demonstrated survival of
91%, 86%, and 84% at 1, 5, and 10 years, respectively.2 Fur-
thermore, competing risk analysis estimated that at 5 yearsafter repair, 51% had arch reintervention, 6% had pulmonary
artery reintervention, and only 43% were alive without rein-
tervention.2 Herein we report the long-term outcomes of 5
patients from a single institution and describe our aorticmobi-
lization and advancement technique, which resulted in a low
reintervention rate in this rare subgroup of patients.
CLINICAL SUMMARY
Cardiopulmonary bypass is established through a median
sternotomy. Patients were cooled to a mean of 19C. Mean
cardiopulmonary bypass time was 69 minutes. Mean circu-
latory arrest time was 27 minutes. Mean aortic cross-clamp
time was 40 minutes. The aortic arch, APW, and descending
aorta were dissected (Figure 1, A). The descending aorta was
extensively mobilized, and all ductal tissues were removed
during circulatory arrest with cerebral perfusion (Figure 1,
B). The thick-walled ductal tissues were resected until the
normal thin wall of the aorta appeared. The extent of the
mobilization of the descending aorta was evolved to our cur-
rently used technique, in which at least 3 pairs of intercostal
arteries are divided to ensure proper mobilization of thewith interrupted aortic arch, type A. B, All ductal tissue is removed, and 3
ending aorta. C, The descending aorta is anastomosed into the arch in an end-
fects are closed individually with direct sutures.
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